
sachusetts General Hospital July 17th, 1.888. with
• the following history : —

The patient had always had an undescended tes-
ticle on fhe left side, the organ having been arrested
in its descent just outside of the inguinal ring in
the groin. For many years he had also bad a hcr-
11 i ill protrusion through the same ring, and this had
troubled him several times by being for a time irre-
ducible.

On July 14th (three days before entrance) the
hernia was down and caused discomfort. It did
not go back easily, and was finally reduced with
some difficulty under ether.

When he recovered from etherization, it was

found, however, that his symptoms were rather ag-
gravated than relieved. He still had abdominal
pain, especially in the left side ; and the vomiting
continued persistently and presently became fecal
in character.

When he entered the hospital there was nothing
to be felt in the abdomen or in the inguinal region,and the left testicle could not be found.

The continuance of symptoms of strangulation
made it clear that constriction of the bowels still
existed somewhere, and a laparotomy was advised.
This being agreed to an incision was made from

over the sac of the hernia, upwards onto the abdo-
men. On laying open the sac it was found empty,
but following it up through the inguinal ring, a
dilatation of the upper part of the sac was found
inside the abdominal wall ; and this contained a

purple loop of intestine.
The neck between the upper part of this hour-

glass-shaped sac and the peritoneal cavity was
formed by a thick band of fibrous tissue which
represented the true neck of the sac and which
would easily admit the end of the finger. It would
have been amply large to allow of the return of the
hernia, had it not been blocked by the testicle,
which lay across the opening and closed it as by a
valve.

The more the intestine was pressed up from be-
low, the more closely did it force the testicle into
the ring and close it. On relaxing the parts and
pulling down upon the sac so as to draw the testicle
away from the orifice, the bowel slipped up quite
easily.
A further examination was made of the contents

of the abdomen to make sure that no other constric-
tion or injury of the intestine existed, but nothing
was found.
In closing the wound, the neck of the sae was

drawn together by encircling stitches for a distance
of an inch and a half to two inches, and care was
taken that the uppermost stitches should be well
within the abdomen, so that no depression should
be left on the peritoneal side of the ring.

The patient was entirely relieved of his symp-
toms and made a rapid and good recovery, leaving

the hospital well on August 8th, twenty-two daysfrom the time of entrance.
This mail was heard from in February, 1889 (sixmonths after the operation), and he then wrote that

although he had worn no truss, there luid been no
return of the hernia. He says in this letter, " I
sometimes feel a smarting, burning feeling if 1
work very hard or lift anything very heavy ; this
is all."
In this case we had a rather rare complication of

hernia, and a good example of the difficulty that
an nndesceiidod testis may cause. It adds one to
the many cases illustrative of the importance of a

prompt laparotomy when symptoms of strangula-
tion persist after the seemingly complete reduction
of a hernia.

One point noticed in this last case may be of
practical importance in guiding us to the proper
application of taxis under similar conditions.

As has been described, the testticle lay againstthe opening through the neck of tho sac, and closed
it as by a ball valve. The more the pressure from
below, the more complete was this closure of the

,

ring, so that the effort to push the bowel up made the
obstacle even greater. When, on the other hand,
the part of the sac which lay in the scrotum was

pulled downwards it drew the. testicle, which was
attached to the wall of the sac, away from the
opening, and the bowel easily slipped up by it.
In a similar case, during taxis, it is quite proba-ble that by pulling forcibly down on the scrotum

the testis might be held away from the ring and the
return of the hernia thus be rendered possible. 'From what was seen in this case, it seems a proper
rule that, in a hernia complicated by a testicle re-
tained in the region of the inguinal canal, if stran-
gulation occurs, every effort should bo made to
draw down the testis by pulling on the lower partof the tunica vaginalis. And after the hernia has
been restored to the abdominal cavity, the reduction
shall not be considered complete until the testicle
has again, by traction on the scrotum, been drawn
.down to its old resting-place, where it can be dis-
tinctly felt. In this way the danger of a reduction
en bloc with the testis still occluding the neck of
the sac will be made less probable, if not wholly
avoided.

REDUPLICATIONS OF MUCOUS MEM-
BRANE IN THE UPPER PORTION OF THE
TYMPANIC CAVITY, AND THEIR CLIN-

ICAL IMPORTANCE.1
BY CLARENCE J. BLAKE, M.D., AND WILLIAM S. BRYANT, M.D.
In a large proportion of cases of suppurativoinflammation of the middle ear, especially where

there has been much destruction of the membrana
tynipani, and an opportunity is thereby afforded
for a better inspection of the principal sources of
the discharge, it will be found that no inconsider-
able proportion of the secretion comes from the
upper portion of the tympanic cavity, and that
often when the affected mucous membrane of the
visible portion of the middle ear has become quitehealed the disease in the upper part of the tym-
panum is tediously prolonged. The reasons for
this are to be found in the irregularity of the

1 Read before the Boston Society for Medical Improvement,March 25,1889.
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contour of the surfaces, including the upper por-tions of the ossicula, covered by the lining mucous
membrane thus affording a considerable superficial
area of secreting surface; the great vascularity of
the soft tissues, supplied in part directly from the
carotid; the opportunity afforded for increased
irritation by accumulation of inflammatory productsin tlie irregularities of surface already mentioned;
and, furthermore, the occasional occurrence of super-
numerary bands and folds of mucous membrane
which both increase the secreting surface and favor
retention of the secretion. The occurrence of such
bands as remnants of embryonic tissue has been
well recognized and is mentioned by several writers,
and the general direction of these bands or folds is
spoken of, among others, by Politzer, Gruber, and
von Troltsch,— Politzer also describing the pres-
ence of a cellular structure between the head of
the malleus and incus and the corresponding outer
wall of the tympanum.
The examinations of temporal bones made by

Dr. Bryant with much care and patience had refer-
ence particularly to the clinical bearing of the sub-
ject, as explaining both the tedious duration of
supptirative processes in the upper portion of the
tympanum and the occurrence of cases of perfora-tion of the membrane of Shrapnel!, giving exit
into the external canal of a discharge which thus
makes its way out without passing through the
membrana tympani proper at all, the lower portionof the tympanic cavity remaining intact.

In a previous series of examinations of temporalbones having normal middle ears, the writer found
reduplications of mucous membranes other than
those anatomically recognized as constant, in be-
tween 60 and 70 per cent. ; and subsequent investi-
gations which it is hoped to make will probablyconfirm the higher percentage observed by Dr.
Bryant, and which is due, in the opinion of the
writer, to greater care in observation and enumer-
ation of the minor folds which are most common
in the posterior and superior-exterior portions of
the tympanum.A general consideration of these reduplications,of the fact that when most complete they form a
dividing line horizontally across the tympanum at
about the level of the superior periphery of the
membrana tympani, with a dip toward the superiorsurface of the short process of the malleus and
membrane of Shrapnel], and that the considerable
swelling of the mucous membrane accompanyinginflammation tends to close, any openings from
above downward between contiguous folds, is a'sufficient explanation to any investigator of the
comparatively raro cases of spontaneous establish-
ment of drainage through the membrane of Shrap-nell and of one reason for the persistency of reten-
tion of secretions in the upper portion of the tym-
panum.
The examination of twenty-six temporal bones

proves that the mucous membrane lining the tym-
panic cavity forms reduplications, which could read-
ily prevent in it the free circulation of fluids. The
principal folds tend to divide the. tympanum hori
zontally at about the level of the tensor tympanitendon and the short process of the incus ; and
vertically between the ossicula and the teamen
tympani.

v

The horizontal folds are usually two, sometimes
three, in number. One stretches from the anterior
border of the tensor tympani tendon forwards and
outwards, attaching itself to the anterior ligament of
the malleus, and to the anterior wall of the tympa-
num-just above the entrance to tho Eustachian tube.
Another fold covers over the space between the
external ligament of the malleus, the posterior lig-
ament of the incus, the incus, and the external tym-
panic wall. The least common horizontal fold
stretches between the long and the short processes
of the incus, the posterior crus of the stapes, and
the inner wall of the tympanum.

Fio. 1 is the tympanum oi a normal adult. Tho legmen and partof tho walls have been removed. Tho mucous reduplications are
indicated by crossod shading.

Fio. 2 »hows a normal adult tympanum opened by removing a
part of Uio Internai wall.

KXI'LANATION Ol' FIGUBK8..
1, ShrapncH'B membrane.
2, Posterior ligament of incus.
:',, Suspensory ligament of malleus.
4, Stapes.
fi, Head of malleus.
(I, Incus.
7, Long process of incus.
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8, Anterior ligament of malleus.
il, Tendon of niuscultiB tensor tymplini.
a, External ligament of mal leus.
fr. Horizontal mucous fold anterior to tensor tympani tendon.
bl, A part of the same ou a higher plane.
d, Oblique fold of mucous membrano stretching between long and

short processes of incus, posterior crus of stapes, and internal
wall of tympanum.

A, Anterior wall of tympanum,B, Hori/onlal mucous fold joining extremities of tho forked
vertical fold running outward from suspensory ligament of
malleus,

C, Vertical fold of mucous membrane stretching between ante-
rior and suspensory ligaments ol the malleus.

C, A more external part of the same.
I), internal wall of tympanum.B, External wall of tympanum.II, Vertical mucous fold running from suspensory ligament to

external ligament of tiic malleus.
I, Mucous fold running obliquely from suspensory ligament to

.join the horizontal fold between the incus and external wall.
O, Horizontal mucous fold stretching between incus and external

wall.
T, Tcgmcn tympanum.
./', A falciform reduplication of mucous membrane posterior to

suspensory ligament.
The vertical folds may be considered as two in

number, both suspended from the tegincn tympani ;
one stretching between the anterior and the sus-

pensory ligament and the other between the sus-

pensory ami the external ligament of the malleus.
The latter fold is often V-shaped, one arm joiningthe external ligament, the other arm going obliquely
outwards and downwards, joining a horizontal fold
near the base of the short process of the incus.
Attached to the posterior side of the suspen-

sory ligament is sometimes found a falciform fold,
stretching from the articulation of the malleus ami
incus, backwards and upwards onto the tegnien
tympani.

The space above the membrane of Shrapnell is
especially rich in mucous folds. These fill the
spaces between the ligaments of the malleus in
such a way that there is usually enclosed ¡m irreg-
ularly pyramidal space with its apex at the sus-

pensory ligament of the malleus. This space is
bounded below by the malleus, Slirapnell's mem-
brane, and the external wall of the tympanum;
above, by the tegmen tympani ; externally by the
external wall of the tympanum ; internally by the
head and the anterior ligament of the malleus
and by the vertical fold of membrane stretching
between the anterior and suspensory ligaments of
the malleus ; posteriorly by the external ligamentof the malleus and the vertical mucous fold between
the suspensory ligament ami the external ligamentof the malleus. This space, as has been said, is
lined with mucous membrane and is often crossed
by mucous folds. At the lowest point of the space
the membrane of Shrapnell meets the short pro-
cess of the malleus, so that any fluid in this space
must gravitate onto the lower part of Slirapnell's
membrane.

The horizontal mucous folds were found in some
cases to cut off communication between the seg-
ment of the tympanum above and that below them,
except in the space between the tensor tympanitendon and the stapes.

Besides the inore constant mucous. folds there
were many bands and libres of mucous membrane
found irregularly in nearly all parts of the tym-
panum. The most conspicuous of these was a fold
stretching between the long and the short process
of the incus, the posterior cms of the stapes, and
the internal wall of tho tympanum. In the cases
where the folds were not perfect, their normal

position was usually.indicated by threads or bands
more or less closing the spaces.

Out of twenty-six temporal bones examined, six-
teen were of normal adults and six of new-born
infants. The four remaining were pathological,
two being cases of dry perforation, and two of
thickened membranas. Comparing the results of
the examination we find that out of the whole
number 85 per cent, had the space above Slirap-nell's membrane wholly enclosed by mucous folds,
and 77 per cent, had the upper part of the tym-
panum partially out off from the lower by mucous
folds which stretched at least half across the
cavity.
REPORT ON DISEASES OF CHILDREN

BY T. M. ROTCH, M.D.,
Assistant Professor of Diseases of Children, Harvard University,

Physician to the Children's Hospital.
THE EARLIEST SYMPTOMS OF IIERF.niTAUY

SYPHILIS.1
Tin: recognition of the earliest symptoms of con-

genital syphilis in small children, in default, of
any history pointing in that direction, is often sur-
rounded with great difficulty, for they may appear
as pemphigus, maculae, papulae, rhagades of the
mouth and anus, excoriations and ulcers of the
skin, rhinitis, laryngitis, gingivitis, ulcers of the
tongue, pseudo-paralysis of the extremities from
osteochondritis, etc. The difficulty is complicated
by the combination of various symptoms which is
not infrequent, different portions of the skin show-
ing entirely different phenomena. The fact that
miscarriages so frequently result from the marriageof syphilitics throws light upon the fact that many
infants who are the subjects of congenital syphilis
are thin and atrophie ; in fact, the author states
that he has come to consider this atrophie condition
as a most important suggestion that syphilis is
present, and an indication that the child should not
nurse any one but its mother. If syphilis be latent
the symptoms are likely to appear in the course of
the first two months. In syphilitic infants it is
noticeable that the navel stump, instead of drop-
ping off on the fourth or fifth day, as is normal, de-
lays until the second or third week, exposing them
to umbilical inflammations and septic infection.
Icterus of the new-born is greatly prolonged in such
infants ; the skin is undeveloped and tender, as are
also its underlying connective tissue and sweat
glands. Tissue-changes are sluggishly accomplished,
oxidation is defective, the tissues in general are
poorly nourished and deficient in vitality, and hence
it is not surprising that the external symptoms of
syphilis do not appear as early as in those children
who are more mature and in better physical condi-
tion. Zeisel, Kasowitz, and the author have found
by the study of large numbers of cases that the
external phenomena appear in more than 50 per
cent, during the first month. In 58 per cent, of
the author's cases rhinitis appeared as the first
symptom of syphilis and pemphigus in 25 percent.
Should a new-born infant suffer from nose-bleed it
would be very suggestive of hereditary syphilis or

diphtheritic rhinitis. These two diseases may be
readily confounded, and are not uncommon in found-
ling asylums.

1 Jahrb. f. K., XXVlf. i; Archives, l'odliit.Docombor, 1888. Miller.
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